INTRODUCTION
There are approximately 38.8 million people living with HIV / AIDS (PLHA) worldwide (1) . In Brazil, by 2015, there were 830,000 cases of people living with HIV infection (PLWHA), of who only about 450,000 use antiretroviral therapy. (2) .
Increased availability and ease of access to diagnostic tests, coupled with advances in drug therapy, have led to changes in patterns of HIV infection, which gradually became chronic disease (3, 4) . This new panorama provided an increase in survival, improvement in quality of life and consequent opening of spaces for social interactions, which favored the emergence of conjugal relationships between PLWHA, including the generation of seroconcordant couples (in which both are infected by the virus ) and serodiscordant (in which only one of them is infected) (5) .
In serodiscordant couples, the main challenge in their sexual health is the risk of HIV transmission, especially in long-term relationships. The chance for transmission is unequal among different population groups, standing out in vulnerable populations. This fact was reinforced by the significant percentages of this infection among homosexual couples (6) .
In developed countries, such as the United States, the HIV diagnosis among the gay, lesbian, bisexual, transvestite and transsexual population (LGBTT) has increased considerably since the 1990s, and although in the past five years this infection has shown a stable behavior, the number of HIV diagnoses attributed to heterosexual contact decreased by about 40% from 2003 to 2014, in contrast to 5% among LGBT people (7) (8) (9) .
Men who have sex with men (MSM) have specific vulnerabilities that may increase their chances of exposure to HIV and other Sexually Transmitted Infections (STIs) when compared to other segments of the population. This is due to a set of vulnerabilities, as well as the interaction between them, which permeates this group. The literature points to a number of individual aspects that contribute to this scenario, such as: drug use, socioeconomic characteristics, knowledge about the serological status of the sexual partner and mental health problems (10) . However, there are still incipient analyzes that discuss social aspects (personal and professional relationships, community representativeness and openness regarding sexual orientation) or structural aspects (access to health service, policies that guarantee security and equity) of these vulnerabilities.
In this perspective, the present study aims to analyze the influence of sexual orientation on sociodemographic, clinical and behavioral variables among sexual partners of people living with HIV/aids.
METHODS
Cross-sectional, epidemiological study developed at a Specialized Care Service of an Integrated Health Center in the State of Piauí, Northeastern Region of Brazil.
The unit studied has a structure for outpatient care of various specialties. The service has a team composed of three infectologists, two nurses and two nursing technicians, to better organize the flow of care. Permanent patients with Sexually Transmitted Infections (STI), including HIV/aids, are being treated at this center. Medications are available free of charge to patients living with HIV who are accompanied by this service (11) .
The study sample consisted of 173 people living with HIV, selected by the simple random sampling method, from a universe of 715 people. For the definition of the sample we used a sample calculation for finite populations adopting sample error of 8% and confidence level of 95%. The inclusion criteria of the study were: individuals aged ≥ 18 years; who was in a fixed or casual relationship in the last 30 days, with the result of a serological test reactive for HIV and having developed or not the syndrome. Exclusion criteria were: being pregnant and deprived of liberty, due to the inherent specificities of the clinical management of these populations and the organization of the local health care network. Also excluded were those who gained access to medication by the Program, but with follow-up in private service.
Recruitment of the participants occurred as they appeared in the service for medical care, and occurred in a private place, before or after consultation with an infectologist. The data were collected from November 2016 to March 2017, with the application of a questionnaire previously prepared by the study authors for sociodemographic, clinical and behavioral evaluation of participants such as gender, age, marital status, education, income, viral load, partner status, exposure category, type of exposure, type of partnership, consistent condom use, presence of infection, sexual practice, frequency with which they talk about HIV, accompanying partner in consultations, discloses HIV to partner and consider important to disclose HIV to the sexual partner, with possibilities for dichotomous or multiple responses.
The data were analyzed using the Statistical Package for Social Sciences Software version 20.0. In the univariate analysis, descriptive statistics were used. In the bivariate, Pearson's chi-square test or Fisher's exact test was used to associate qualitative variables and dichotomized sexual orientation into heterosexuals and nonheterosexuals (homosexuals and bisexuals). The level of significance was set at p <0.05 (12) .
The study complied with the national and international standards of research ethics involving human subjects, and was approved by the Ethics Committee of the Ribeirão Preto School of Nursing -ERRP (protocol nº 59293316.6.0000.5393/16). Participants signed the Free and Informed Consent Term (TCLE), and anonymity was guaranteed.
RESULTS
Of the 173 study participants, 135 (77.1%) were men. Of the total number of participants, 68 were in the age group of 30 to 39 (38.9%), unmarried 94 (53.7%) and with education compatible with secondary education 72 (41.1%). Regarding the financial situation, 116 (66.3%) reported receiving up to three minimum wages.
Regarding sexual orientation, 89 (65.9%) of the men reported being non-heterosexual (homosexual or bisexual) and 38 (100%) of the women reported being heterosexual (p <0.001).
Sexual orientation statistical difference between gender (p <0.001), age (p <0.001), marital status (p <0.001), education (p <0.001), income (p = 0.001) and the form of exposure (p = 0.040) ( Table 1) . In analyzing sexual practices strongly related to sexual orientation, we can confirm the gender roles identified in our society, in a clear division of vaginal sexual practices between heterosexual women and anal sex among MSM.
With regard to health care, it is worth noting that 105 (60.7%) of the couples never talk about HIV prevention among them, 104 (60.1%) do not take their partner in routine consultations, 65 (37.6%) did not disclose their serological condition to the sexual partner and 73 (42.2%) did not consider it important to reveal their serological situation. Heterosexual  65  86,7  10  13,3  75 43,4  Homosexual  2  2,9  68  97,1  70 40,5  Bisexual  --4  100,0  4  2,3  Transfusion  2  100  --2  1,2  Do not know  15  77,3  7  22,7 Sexual orientation was statistically different between the variables form of exposure (0.001), type of partnership (0.003), consistent condom use (p = 0.029), presence of STI (p = 0.002), sexual practice (p <0.001), (p = 0.020), to divulge HIV infection to the sexual partner (p = 0.018) and to consider this disclosure as important (p = 0.022) (Tabela 2)
DISCUSSION
The profile of the participants showed a prevalence of males, non-heterosexuals and young adults. Non-heterosexual men are disproportionately affected by HIV and other STIs, especially among younger people. A study conducted in the United States also showed similar reality and pointed out that in younger men, as the age of the sexual partner increases, the likelihood of unsafe sex also increases (13) .
The male gender presents a specific set of vulnerability to STIs, mainly due to the cultural roots that favor the involvement in diverse sexual practices of risk, strengthened by the idea that the men have more need of sex, playing in this way a primordial role in its exhibition vulnerable situations for acquiring HIV (14) .
In general, new HIV infections among MSM occur due to unprotected sex in the presence of detectable viral load, especially when the serological situation is not known. Transmission of this infection often occurs prior to establishing a fixed partnership, or as a result of having sex with other partners during the relationship (15, 16) .
When it comes to the form of exposure, a significant percentage reported having acquired HIV in a homosexual relationship. MSM present distinct vulnerabilities to HIV, which may relate to both sexual attitudes and behaviors (anal sex without condom), presence of multiple partners, use of lawful and illicit drugs, use of the Internet to find sexual partners and group sex, (17) as well as the incipient strategies of the health services in proposing recruitment and qualified assistance to this profile of sexual partnerships.
In couples living in the context of HIV the greatest concern involves the risk of transmitting this infection among serodiscordant sexual partners with detectable viral load. The reality of this study indicates a significant percentage of patients with detectable viral load, but without distinct differences between sexual orientation.
The data on the serology of the partner also draw attention, mainly by the percentage of participants who are not aware of the serology of their partner, signaling the lack of ability to deal with this condition. It is inferred that the absence of the knowledge of the
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The literature points out the importance of the implementation of combined strategies, articulating primarily the use of condoms in all sexual relations linked to the introduction of early antiretroviral therapies (ART), favoring the reduction of blood plasma viral load and allowing a reduction in sexual transmission of HIV (19, 20) .
Consistent condom use in all sexual relationships is still not a commonly performed practice among a significant number of couples. Despite the provisions of synergistic strategies for the prevention of HIV transmission and health promotion, the complexity of interpersonal relationships still weakens decision-making by preventive measures, with a major influence on STI vulnerabilities. Dealing with different expressions of sexuality has been a major challenge for society and health service, still very supported by a biomedical and heterosexist model (21) .
Although condom use is the most mentioned measure in the literature and is available free of charge by health services, there is still an inconsistency in the use of this method. Negotiating the use of condoms represents an obstacle between couples, since, not using this method in many relationships, it is characterized as a sign of trust and intimacy, which strengthens their commitment and satisfaction in the relationship, becoming one of the main barriers to its use (22) .
Among the unprotected sexual practices stands out anal sex, which presents a risk ten times higher for HIV transmission, when equated to vaginal sex without a condom. In many situations, unprotected sex may be a conscious and desired choice, which can be observed in bareback sexual practices, in which MSM practice anal sex without the use of condoms intentionally because it is considered more pleasurable (23) .
Although the adherence to ART reduces considerably the risk of sexual transmission of HIV, inconsistent condom use in PLHA predisposes the acquisition of HIV coinfections associated with other STIs, as in the present study, where the percentage of these co-infections was significant, mainly in syphilis (24) .
Inconsistent use of the condom becomes a cyclical chain, since the presence of other STIs facilitates the risk of HIV transmission due to the interruption of protective barriers and the recruitment of immune cells susceptible to the site of infection. Among STIs, syphilis stands out due to the increase in HIV viral load in the patient's blood plasma and a decrease in the TCD4 cell count, which may contribute to the progression of AIDS infection (25) .
Sexual partnerships, especially of LGBT people living in the context of HIV, need a network of care that offers holistic care, so as to not only offer the offer of diagnosis and treatment, but to transpose this approach by providing sustainable care through the use of appropriate strategies.
Although studies point to the increase in the formation of sexual partnerships among PLHA, SAE, in general, still does not provide support to serve this clientele, especially non -heterosexual couples, providing a barrier in the care of the user (5, 11, 19) . ). The performance of this service is one of the pillars for the management of HIV transmission among sexual partnerships, however what is observed is a gap between the performance of SAE and the promotion of health among patients who have active sexual life.
The present study identified that non-disclosure of HIV to the partner and the fact that it does not consider it important to reveal the diagnosis is strongly associated with differences in sexual orientation. Living with HIV in today's society maintains strong relationships with the stigma of living with the virus.
Punitive opinion and incipient knowledge of society affects the well-being of those who live with this infection and hinders interactions in the social, family and marital environment, predisposing to social isolation and risky sexual practices. In this way, the service should focus on the needs of MSM, involving the vulnerabilities of sexual relations, proposing interventions to demystify the stigma of being carriers of the HIV virus and having a sexual partnership.
Revealing the serological condition to the partner involves feelings such as fear of discrimination and stigma or an unfavorable reaction. The emotional impact of disclosure among serodiscordant partnerships increases the pressure for a relationship in terms of anxiety, involves high psychic distress, guilt and fears of transmission, and can be emotionally exhausting (26) (27) . Homophobia, part of the structure of present-day society, is perceived more strongly by PLWHA, since it adds prejudice to these individuals, making it even more difficult for them to disclose their status, although to an intimate partner.
Heterosexuals considered it less important to disclose status to their partner. By analyzing the social and historical context of heterosexual and homosexual couples, it can be seen that HIV infection has been part of the LGBT community since its discovery, forcing its members to live with the possibility of becoming infected. Infection among heterosexual couples is becoming more frequent, however, discomfort, especially among women, of talking openly about sexuality may make it difficult to seek treatment, disseminate results and drug adherence (28) .
One strategy used by MSM is serosorting, or seropositioning, which means behavior to reduce the risk of HIV transmission. This strategy takes HIV serostatus into account for the choice of sexual practice among sexual partnerships such as unsafe receptive anal sex with only HIV-negative sexual partners and insertive anal intercourse with strangers or HIV-positive partners (29) .
CONCLUSION
Non-heterosexual people living with HIV have a number of factors with statistical differences for individual vulnerabilities (high income, schooling) and yet are embedded in a context of high social and programmatic vulnerability (absence of partner during consultations, information insufficient on the use of PEP, received service information) when compared to heterosexual couples.
Sexual orientation was not associated with relevant clinical aspects such as viral load or the configuration of serodiscordant or concordant relationships. These data should be considered when developing strategies for intervention and reception in specialized services.
